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We Seek to Improve Youth Mental
Health by Doing the Following....

Describe (via meta-analyses), examine (via
critiques), improve youth psychotherapy research
Describe, examine, & improve youth practice

|dentify ways for (a) research to inform practice,
and (b) practice to inform research

Learn how to bring science and practice closer
together, by developing and testing ways of
bringing EBP into everyday clinical care

Test effects, esp. relative to strongest version of
usual clinical care



Outline of Today’s Talk

The science of youth psychotherapy: State of the
evidenceon...

— Overall mean impact of psychotherapy

— Specific therapiesfor specific problem clusters
The practice of youth psychother apy:

— EBTsinclinical care (and clinical training)
Moving EBTsinto practice:

— Problems, prospects, ESP/future directions

— EBTsvs. Usual Care

— Models of Treatment Development

Top 3clinic record quotes



Youth Mental Health Carein
the United States

e 6-13% of American youth per year
e Annual cost: $11.75 billion

 Most of the cost isfor psychosocial
treatment, psychotherapy

[From Sturm et al. (2000), Achenbach
et al., 2003]



Total Child Mental Health
Cosis by Age Group

@ 1to5years(7%)

B 6to 11 years(34%)

[0 12to 17 years (59%)

Total Expenditures: $11.75 billion

(Sturm et al., 2000)



M inpatient (33%)

E outpatient (57%)

O medications (9%

M other (1%

Total Expenditures: $11.75 billion

(Sturm et al., 2000)



MOST COMMON
TREATMENT TARGETS

. Aggression, Delinquency

. Attention-Deficits /Hyperactivity

(ADD/ADHD)

. Depression

. Irrational Fears, Anxiety Disorders
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| Treatment Study & Effect Size

1. PRE - TREATMENT

< .

Tx Control
Grou Group

2. TREATMENT PHASE

< Tx Group > @ontro GrouD
l l

3. POST- TREATMENT ASSESSMENT

Treatment . Control ® —_—
Group* Group* o —




INTERPRETING EFFECT

SIZE STATISTICS

COHEN’S EFFECT
STANDARD SIZE PERCENTILE

1.00 84
0.90 82

LARGE — 0.80 79
0.70 76
0.60 73

MEDIUM —— 050 69
0.40 66
0.30 62

SMALL — 0.20 53
0.10 54
0.00 50
-0.10 46
-0.20 42

BENEFICIAL
EFFECT

A

NO EFFECT

v

DETRIMENTAL
EFFECT

v




SIX BROAD-BASED META-ANALYSES: DETAILS

NO. STUDIES......

AGE RANGE .......

STUDY YEARS. . ...

MEAN %

MALES. .

CASEY&
BERMAN
(1985)
64
3-12
1952-83

60%

WEISZ
ET AL.
(1987)
105
4-18
1958-84

66%

KAZDIN
ET AL.
(1990)
64/41
5-18
1970-88

67%

WEISZ WEISZ McCLEOD
ETAL. ETAL. & WEISZ
(1995)  (2005)  (2004)
150 208 121

2-18 3-18  2-18
1967-93 1963-02 1980-99

62% 64% ALL DISS



REPRESENTATIVE TREATED PROBLEMS

EXTERNALIZING/UNDERCONTROLLED
AGRESSION
NONCOMPLIANCE
DELINQUENCY
INTERNALIZING/OVERCONTROLLED
PHOBIASANXIETY
DEPRESSION
SOMATIC PROBLEMS
OTHER PROBLEMS
COGNITIVE SKILL DEFICITS
LOW SOCIOMETRIC/PEER REJECT



REPRESENTATIVE TREATMENTS
BEHAVIORAL THERAPIES

OPERANT
PHY SICAL REINFORCERS, PRIVILEGES
SOCIAL VERBAL REINFORCERS
CLASSICAL
SYSTEMATIC DESENSITIZATION
BIOFEEDBACK, RELAXATION TRAINING
MODELING
LIVE PEER MODEL, PARTICIPANT MODELING
FILM/VIDEO PEER MODEL
COGNITIVE/COGNITIVE BEHAVIORAL
BEHAVIORAL PARENT TRAINING
NONBEHAVIORAL THERAPIES
CLIENT-CENTERED/NONDIRECTIVE
INSIGHT ORIENTED



REPRESENTATIVE OUTCOME MEASURES

1. PARENT RATINGS (e.g. CBCL, SPECIF)
2. CHILD REPORTS (e.g. Y SR, SPECIF)

3. TEACHER REPORTS (e.g. TRF)

4, TRAINED OBSERVER RATINGS

5. PEER OBSERVER RATINGS

6. PEER SOCIOMETRIC CHOICES

7. CHILD PERFORMANCE/TASK/TEST

8. DIAGNOSTIC INTERVIEW - PIC
9.GLOBAL ASSESSMENT RATINGS/MH



SIX BROAD-BASED META-ANALYSES: DETAILS

CASEYS& WEISZ KAZDIN WEISZ WEISZ McCLEOD
BERMAN ETAL. ETAL. ETAL. ETAL. &WEISZ
(1985) (1987)  (1990)  (1995) (2005  (2004)
NO. STUDIES...... 64 105 64/41 150 298 121
AGERANGE....... 3-12 418 518 218 318 218
STUDY YEARS... .. 105-83  1958-84  1970-88  1967-93 1963-02 1980-99

MEAN % MALES.. 60% 66% 67% 62% 64%  ALL DISS



MEAN EFFECT SIZES
IN META-ANALYSES OF
ADULT AND CHILD STUDIES

ADULT CHILD

1-
0.97]

Large 0.87]
0.7+

0.6
Medium 0.5-
0.4+

0.37

Small 0.21
0.1-

0

Smith &  Shapiro & Casey & Weisz et al. Kazdinet Weisz et al. Weisz et al. McLeod &
Gass Shapiro Berman 1987 al. 1990 1995 2006  Weisz 2004



1.0 —
0.9 —

LARGE 0.8 —

0.7 —
0.6 —

MEDIUM 0.5 —

0.4 —
0.3—

SMALL 0.2 —

0.1—

SPECIFICITY OF TREATMENT EFFECTS

B MISMATCH: PROBLEM VS. MEASURE
B MATCH: PROBLEM VS. MEASURE

0.0

0.60*
0.52*

BROAD PRECISE
[OVER-, UNDER-]  [ANX, DEPR, ETC.]

*WLS MEANS




1.0 —
0.9 —

LARGE 0.8

0.7 —
0.6 —

MEDIUM 0.5

0.4 —
0.3—

SMALL 0.2

0.1—
0:0—

DO TREATMENT EFFECTS LAST?

0.93 0.93

Bl POST-TREATMENT

B roLLow-upP

0.55 0.51

1987

N =29 STUDIES
M =24 WEEKS

1995

N =50 STUDIES
M =28 WEEKS




ES. Med vs. Psychother apy (seeR. Rosenthal)

1.3
1.2
1.1
1.0
0.9
0.8
0.7
0.6
0.5
0.4
0.3
0.2
0.1
0.0+




CHILD & ADOLESCENT FINDINGS IN A NUTSHELL

EMPIRICALLY TESTED TREATMENTS
« “MEDIUM"” TO “"LARGE" EFFECTS
*SPECIFIC TO TREATED PROBLEMS
*HOLDING POWER OVER TIME

LARGER EFFECTS THAN MANY MEDICAL

BUT WHAT ARE THE TREATMENTS SUPPORTED IN
THIS WORK?

TWO WAYS TO ANSWER:
« TASK FORCE REVIEW [see JCCAP update in 2006]
« TARGETED META-ANALYSIS




Targeted M eta-Analysis
We Use Mean ES and N-Group Compsto
|dentify Promising EBTs. Our Criteria.....

e Treatment vs. Control Group Design
 Random Assgnment

o Target Problem/Disorder |dentified

o Anxiety, Depression, Conduct, ADHD
At Least 1 Measureof Target Problem

e Ages4-18

 [Initially 4000+ studies, W/criteria: 233]
e [Note: Omit M-basdline, ABAB, etc.]

« ES& REPS. may berdevant to UMICH



Most Common Are There Scientifically Used in Most

Treatment Targets? Supported Treatments? Clinical Practice?

Conduct, Aggression,
Delinquency Yes No

Depression Yes No

Irrational Fears,
Anxiety Disorders Yes No

ADHD Yes No

[stimulants?]
Other problems:
Pain coping, habits, Yes No
bet wetting




AreEBTsat Least in the Pipeline?
25 EBTsin Grad & Intern Programs

US & Canada: 1993 vs 2003
[Woody, Weisz, McL ean, 2005]

1993 Survey by Div 12 EST Task Force

— APA doctoral programs & internship programs
— Supervised training in each of 25 ESTs

2003 Survey by Div 12 CSP
— 138 DCTs, 184 Intern Directors responded
— Supervised training in same 25 ESTs



25 EBTsin Grad & Intern Programs:
1993 vs 2003 [Woody, Weisz, McL ean, 2005]

90-
80-
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40-
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Why So Little Movement of EBTsInto
Training & Clinical Practice?

e Reasons
e Remedies—directions for the future



Reason #1: Most EBTs are designed
for specific DSM disorders (or
properly assessed problems); without
Evidence-Based Assessment (EBA),
It will be hard to properly match
treatments to children, and thus hard

to do true EBP. [Note Jensen & Weisz
(2002) results]



Diagnostic (Dis)agr eement--
Standardized vs. Clinical Practice
(Jensen & Weisz, JCCP, 2002)

245 clinic-referred youth aged 7-17

Standardized DISC and clinician-generated
diagnosisfor all youths

Mean kappa for clinician vs. DISC: .08

1 Dx: 149 clinician vs. 60 DISC

O Dx: 1 clinician vs. 50 DISC

Other studies also show low agreement

One major problem: DSM vs. time available



Target Problem (Dis)Agreement:

Parent-Child-Therapist (vYeh & Weisz,
JCCP 2002; Hawley & Weisz, JCCP 2003)

70

Par-Child Par-Ther Child-Ther

EH AgreeO
B Agreel
JAgree?2
O Agree 3+




|n the future.....

e ....EBT will need to be combined with
EBA & EBD, to ensure a good match
between condition and treatment.



Thiswill require...

* More practice-friendly assessment strategies
— E.g.,..self-administered assessments

— E.g., more efficient diagnosis (e.g., DISC-DPS,
CHIPS

— E.g., more efficient problem scales (e.g., using
ltem Response Theory [our choice], or
adaptive testing approaches)

— Strategies for child-parent-therapist consensus



Reason #2: Most EBTs are designed
for single problems/disorders. Many

referred youths are not packaged that
way.



Co-morbid

Ity In Outpatient Youth [N=436]

DISORDER % With That % With ONLY % With That
Disorder that Disorder Disorder + Others
23% 3% 20%
39% 12% 27%
18% 2% 16%
42% 9% 33%
37% % 30%




# DIAGNOSES: ANXIOUSYOUTH IN YADS
-6

3-4

MEAN: 2.7
+ ODD, CD, ADHD: 68%



# DIAGNOSES: DEPRESSED YOUTH IN YADS

[+ 1

5-6

3-4

MEAN: 3.4
+ ODD, CD, ADHD: 81%



|n the future.....

e ... practitioners may need to build
expertise in tested practices for multiple
conditions, to address the comor bidity
and complexity of most real children

* [Notee.g., the success of Multisystemic
Therapy in dissemination]



Our Child STEPs Proj ect:
EBTsin Clinical Practice

o Strivefor “Best Practice,” by teaching
clinicians a combination of 3 treatments
encompassing most of their casel oad
[anxiety, depression, conduct problems]

» Use modular approach to maximize
coverage of multiple problems (next

segment...)



Reason #3: Most treatments are
designed to be linear, but everyday
treatment Is often not; new problems
& crises may derall the most
promising plan.



Self-Monitoring

Parent Monitoring

Psychoed Child

Psychoed - Parent
Activity Scheduling
Problem Solving

Relaxation

Skill Building

Cognitive/Coping

Guided Imagery
Social Skills Training



Self-Monitoring

Parent Monitoring D )
Activity Scheduling

Problem Solving
Psychoed Child

Psychoed - Parent Y Complete Relaxation
Yes next in sequence
- Able to ! —
roceed Skill Building Gains
Complete?
No Cognitive/Coping
Guided Imagery
Maintenance
Interference Social Skills Training

Behavior Fear
Related Related

Engmnt
Related

Family Engagement

LM still a
problem

Low
otivatio

Exposure

Problem addressed

Therapist Praise

Modeling

AS still a




|n the future....

e ... treatments may be designed to permit
sniftsin focus and strategy as new
problems arise that impede treatment
progress. An example, modular
treatment in Child STEPS.....



I ntroduction

About Anxiety

About Depression

About Disruptive Behavior

Cognitive Behavior Therapy

Behavior Management Training
Modular Cognitive and Behavior Therapy
References

Flowcharts

Main

Anxiety

Depression

Disruptive Behavior

Therapist Modules: General

1.Home Vigit (shared across all 3 areas)
2.School Visit (shared across all 3 areas)
Therapist M odules. Anxiety

1.Getting Acquainted

2.Fear Ladder

3.Learning About Anxiety — Child
4.Learning About Anxiety — Parent
5.Practicing

6.Maintenance and Relapse Prevention
7.Cognitive Restructuring: FEAR
8.Wrap-up (shared by anxiety and
depression)

Therapist Modules. Depression
1.Learning About Depression — Child
2.Learning About Depression — Parent
3.Problem Solving

4.Activity Selection

5.Relaxation

6.Secret Calming

7. Talents and Skills

8.Positive Self

9.Cognitive Coping (BLUE)
10.Cognitive Coping (FUN)

11.Three Step Plan

12.Wrap-up (shared by anxiety and depression)
Therapist M odules: Conduct
1.Engaging Parents

2.Why Children Misbehave

3.Paying Attention

4.Commands

5.Praise

6.Active Ignoring

7.Rewards

8.Time Out

9.Anticipating Problems
10.Handling Future Problems




Reason #4: Most EBTs ask alot of
therapists—e.g., learn manual, prep each
Session, use creativity & charismato
make content engaging.

e |[nthefuture....

o ...themost successful EBTs may bethose
that smplify thetherapist’stask and
permit increased focus on traditional
therapeutic skills (e.g., alliance).

 E.g., Webster-Stratton-parent training
e E.g., Weisz et al.—Act & Adapt CBT






Reason #5: Most EBTs ask alot of
clients, including learning of multiple,
often complex skills and completing
diverse homework assignments.

e |[nthefuture....

o ...themost successful EBTs may bethose
that ssimplify the client’stask permitting
true mastery of a few sKkills.

o Seefollowing dlides



In Child STEPs...

 We may cover multiple modules and multiple
sKkills

e But our goal isafew skills, well-practiced and
well-learned, that work well for the child and
parent

e Thisiscumbersome. We wish for away to assess
—up front--which modules/skills have best
potential, so therapist and client could go directly
to these



Reason #6: To use most EBTs requires most
clinicians to give up current practices—these
may reflect training & experience, core

beliefs & values.
e |nthefuture....

o ...themost widely adopted EBTsmay be
those that complement rather than
supplant current skills.

My pitchinclinics: Skills & experience of
seasoned clinicians plus treatment methods
tested through clinical trials.

 Maybe thisiswrong, but without It,
adoption by proswill berare, | suspect.




Reason #7. Most EBTs offer therapists
little guidance on how to tell if treatment
Isworking, or what to do If it stalls.

|n the future...

... EB practice will be morethan just using an
EB manual. Good EB practice will mean
assessing, treating, assessing progress, adjusting
treatment as needed, re-assessing progress, etc.—
an intervention-assessment dialectic.

Key Point: Evidence-Based Practiceis not just
alist of “EBTS,” but an ongoing process

Operationalizing that processin Child STEPS:
Weekly phone checklists, dashboard, sup->




Parent Weekly Checklist: Conduct Problems
During the past week, how hasyour child been doing at...

O=Very poorly 1=S0-s0 2=Very well
1. Obeying your rulesand instructionsat home..........0 1 2
2. Obeying rulesand instructionsat schoal..............0 1 2
3. Getting along well with other children................... 012
4. Staying out of trouble at home and schoal.............. 012

5. Staying calm, avoiding anger and temper tantrums. 0 1 2



Clinical Rating

Individual Youth

30

60
Days

90

120



Clinical Rating

Supervisor Caseload

A TR

Clinical Ratin:

Individual Youth

I Rating
onvso®5

30 60 90 120
Days

Child 1

Child 2

Child 3

Child 4

Child 5 Child 6 Child 7



Reason #8. Most EBTs have never been
tested In comparison to usual clinical
care; thus we lack the most compelling
logical case for achangein clinician
practices.

Our recent meta-analysis of 32 EBT vs.
UC comparisons (23 published, 9
unpublished)

First: Your predicted ES?



PREVAILING MODEL: EFFICACY TRANSFER

* Efficacy 1

« Efficacy 2

o Efficacy N

* Dismantling

» Moderators

 Add-ons
-- Family component
-- Booster sessions
-- Etc.

 Mediators

* [Effectiveness]




Efficacy Transfer M odel--Pros

e Derived in part from med-pharmaceutical
research tradition, which has successes.

* Provides good experimental control

 May work for interventions that operate
directly on the biological system (e.g.,
psychopharm, cancer drugs) where diffs
between research and practice conditions
may not greatly alter the intervention effect



Efficacy Transter Model--Cons

For psychotherapies, leaves alot of bridging to be done
al the last step (characteristics of youths, families,
therapists, settings, tx conditions)— see next slide

Answers to questions (moderators, mediators,
dismantling/components, add-on effects) found in
efficacy studies may differ from practice

Delays info on treatment effects in practice
Delaysinfo on target tx vs. UC

AND, intruth...The effectiveness step doesn’t actually
happen for most treatments



/
\

Treatment >

CHILD FACTORS

*Motivation
sComorbidity
*Problem flux

THERAPIST FACTORS -Time & stress

FAMILY FACTORS
sParent MH probs

*Training / beliefs

sLoyalty / incentives *Poverty, crime

*Time & caseload

REAL-LIFE FACTORS

-\

*Problem of the week
eSerious loss, risk
*Parental disability
*No adult who cares

*Recurring crises

CLINIC FACTORS

* Rules, constraints

» Case assignment
* Productivity reqs
* Reimbursement

SN —
OUTCOM




WHAT IF WE TOOK A DIFFERENT APPROACH...

* Efficacy 1

« Efficacy 2

o Efficacy N

* Dismantling

» Moderators

 Add-ons
-- Family component
-- Booster sessions
-- Etc.

e Mediators

* [Effectiveness]



DEPLOYMENT-FOCUSED TREATMENT
DEVELOPMENT MODEL

1.PROTOCOL/MANUAL

2.EFFICACY TEST

3.FIELD CASES/adaptation « Components

A.EFEECTIVENESS | vsUTY | ® Moderators

5 EFFECTIVENESS Il ysucl, | * Mediators

e Cost/benefit

6.STAYING POWER
— « System factors

e Fit Issues




Deployment - Focused Model for the Transition from Efficacy Testing
to Use in Practice

[Good] [Good]
c_Ut; - r
= N Adaptation 3
§ { EBT1 } via DFM g
O a2
= ~ — = 3
L EBT in its = =
= iginal o g
- origina c S
o form o
e =
@) >
) O
O, o -i
[PoOT] [Poor]

Time/Dissemination



So, In thefuture....

... we may need to consider asnift in the
model through which our psychotherapies
are developed and tested...

From efficacy transfer model
To deployment-focused model



Concluding Thoughts...

e Science has alot to offer practice, including
assessment and treatment strategies with excellent
potential.

» Practice has alot to offer science, including reality
checks on all that clinical researchers do.

e Finding waysto bring science and practice
together within everyday clinical care will be a
challenge, but it will be good for science, good for

practice, and ultimately good for children and
families



